Abstract
and provides individualized diet, physical activity and behavioural weight control plans for weight loss and long term weight maintenance [8] . The program is effective in weight management in Chinese obese adults, both with and without diabetes, [9] and in normalizing liver fat in patients with non-alcoholic fatty liver disease [10] . However the LMP is resource intensive consisting of weekly counselling during the first 3 months, plus advice from an exercise instructor.
Recent studies have shown internet-delivered interventions can be an effective means for acquiring knowledge, for improving health behaviours and for general health maintenance in adults [11, 12] . In addition to web-based programs, cell phone texting and reminders may be an innovative means of increasing follow-up and compliance with obese youth [13, 14] . It also enhances care in other chronic disease such as diabetes. A randomized control trial study involving a text messaging system was conducted among paediatric patients with Type 1 diabetes (n = 92), aged 8 to18 years [15] . Results showed that subjects receiving intensive insulin therapy with daily personalized text messages had an improvement in HbA 1c compared with those on conventional therapy with or without daily personalized text messages. The study also demonstrated that daily personalized text messages were associated with improvements in diabetes self-efficacy and self-reported adherence. Finally, a systematic review of 26 studies involving internet-based health behaviour change interventions targeting adolescents or young adults showed that a combination of tailored communication and use of reminders and incentives were largely effective [14] .
Involving parents in obesity management programmes is likely important as evidenced by an 18-month randomized controlled trial involving family-based and behavioural intervention in 192 obese American children aged 8 to 12 years [16] . Families and children in the intervention group were provided 20 educational group sessions (60 minutes each) for six months. The topics discussed included providing behavioural modification techniques (self-monitoring, stimulus control, and stepwise goal-setting), promoting body image, controlling emotional eating, parental modelling, increasing physical activity and decreasing sedentary behaviours. A further six booster sessions (3 group sessions and 3 telephone calls) were provided for an additional six months. Families and children in the control group were given two nutrition consultation sessions during month 0 to month 6. No additional contact was provided between assessments from month 6 to month 18. The results showed a significant decrease in the percentage of children who were overweight at 6 months in the intervention group compared with the control group. Also compared with the control group, children in the intervention group had significant improvements in waist circumference, systolic blood pressure, percent body fat and total body fat. A number of other studies have also shown that parental involvement can play an important role in weight management in obese children [2, [17] [18] [19] . As Chinese parents are typically involved in many aspects of their children's health, it is important to add familybased components to childhood-obesity prevention programs.
To date there have been no reports of the use of internet-based obesity prevention programmes with cell phone reminders in Hong Kong adolescents. The purpose of this pilot study was to assess the feasibility of using an adapted internet-based curriculum with cell phone follow-up and an existing nutritional program as adjuncts to usual care for obese adolescents and their parents.
Methods and Procedures
The protocol for this trial and supporting CONSORT checklist are available as supporting information; see S1 CONSORT Checklist and S1 Protocol.
The study was conducted in two phases. The first phase included curriculum development and focus group discussions among obese adolescents attending the Obesity Clinic at a tertiary care hospital in Hong Kong. The second phase was a randomized controlled study involving 3 arms (Control Group vs Simplified Lifestyle Modification Programme Group (simplified LMP) vs Internet Group (IT)).
Phase 1: Curriculum development and preliminary focus group discussions
The curriculum was adapted and modified from an existing ABC curriculum validated for use in Chinese American adolescents in an urban community setting [2] . The modified internet curriculum consisted of twelve 15-minute interactive sessions consisting of reflective questions, wrap up quizzes and matching games. Information related to nutrition such as the Food Pyramid, portion size, types of rice consumption (brown rice vs white rice), the importance of increasing energy expenditure through physical activity, such as brisk walking and decreasing screen time, were discussed. Relaxation mindful eating practices were also included for stress management (Table 1) .
To test the curriculum, five focus group discussions were conducted among obese teens (aged 12 to 18 years) attending the Obesity Clinic. To maintain confidentiality, all subjects were assigned a moniker in place of their real name for the session. All subjects were asked to review the curriculum on laptops independently for 35 minutes. Then, participants were asked open-ended questions about the curriculum, the use of social media and texting in the study. All sessions were conducted in Cantonese and lasted around 90 minutes, including a 10 minute de-briefing at the end. All conversations were recorded and transcribed. Transcripts were reviewed twice to check accuracy and to gain an overview of transcription. Data were coded using open and axial coding and categorized into broad themes. The internet curriculum was further refined based on the results and feedback of the focus groups.
Phase 2: Randomized Controlled Study (1) Research subjects. Patients were recruited from the Obesity Clinic at a tertiary care hospital in Hong Kong by a research assistant. Inclusion criteria were: (i) being aged 12 to 18 years; (ii) having a BMI greater than 95 th percentile for age; (iii) attending the Paediatric Obesity and Lipid Clinic; and (iv) being proficient in Cantonese. Exclusion criteria were: (3) Design and randomization. After obtaining informed consent, subjects were randomly assigned to either one of two intervention groups or the control group. To ensure balanced allocation, the randomization sequence was computer-generated in variable blocks of six. A paediatrician assigned subjects to interventions according to the randomization assignment. A research assistant, who was blinded to randomization assignment, oversaw recruitment, enrolment, and follow up. The entire study period was 24 weeks.
(3i) Control group The control group received usual care visits with a physician at the Obesity Clinic at baseline/week 0 (T0), mid-point/week 12 (T12) and at the end of the study/week 24 (T24). Usual care consisted of a focused dietary and physical activity history, medical history, physical examination, laboratory screening and obesity counselling.
(3ii) Internet (IT) intervention group The subjects in the internet intervention (IT) group also received usual care visits to the obesity clinic at baseline (T0), midpoint (T12) and at the end of the study (T24), together with the 12-week (from baseline to week 12) internet-based curriculum (Table 1 ) and cell phone followup over 6 months. Subjects were asked to set specific goals related to (a) diet and (b) physical activity at baseline and then every month. Examples included "I will try to consume 5 servings of fruit and veggies every day or I will try to walk 30 minutes per day". The research assistant sent weekly semi-personalized SMS (short message service) messages. These messages incorporated subjects' diet and exercise goals to participants' phones throughout the study. Subjects were asked to reply with an emotion icon to represent whether they had achieved their targets during the week.
(3iii) Simplified Lifestyle Modification Programme (sLMP) intervention group The LMP is a dietician/nutritionist-led intervention using a patient-centred approach and cognitive behavioural concepts to improve knowledge regarding diet and exercise as well as changing long term lifestyle. The second intervention group received usual care visits with a physician at the Obesity Clinic at baseline (T0), midpoint (T12) and at the end of the study (T24) and a simplified version of the LMP consisting of four meetings with a nutritionist over three months. The simplified LMP (sLMP) was used in this pilot study because of limited budget and resources. The number of counselling sessions was reduced from 12 sessions in the original LMP to 4 sessions. The sessions were conducted at baseline (T0), 2 weeks (T2), 4 weeks (T4) and 12 weeks (T12). These nutritional counselling sessions were conducted by a nutritionist familiar with the LMP.
During the initial one-hour nutritional assessment, the parent-teen pair completed a behavioural assessment questionnaire and the nutritionist obtained information on the subject's medical history, anthropometric measurements, current eating and lifestyle patterns and readiness to change. The nutritionist provided personalized dietary and exercise advice at each visit. The nutritionist also encouraged a varied balanced diet with an emphasis on the American Dietetic Association guidelines with low-fat, low-glycaemic index and low calorie products in appropriate portions.
(4)Study outcomes. (4.1)Primary outcome The primary outcome of the study was the feasibility of adapting and using an existing internet curriculum and nutritional program along with cell phone follow up for obese teens. This was assessed by examining recruitment and retention rate, internet log-in rate, compliance and satisfaction with counselling, curriculum and cell phone communication.
(4.2)Secondary outcomes The secondary outcomes of the study were subjects' physical activity level, dietary intake, stress level, and knowledge related to nutrition/physical activity, as well as weight and blood pressure. These indices were also used to determine the effectiveness of the program. All subjects completed anthropometric measurements and self-administered questionnaires regarding their physical activity [20] , depression, anxiety and stress levels (DASS-21) [21] and dietary knowledge [22] at baseline (T0), mid-point (T12) and at the end of the study (T24). Anthropometric measurements included standing height, waist and hip circumferences, body weight and blood pressure.
(5)Statistical analysis. Descriptive statistics were calculated for demographic characteristics, recruitment and retention rate. Average log-in rate and compliance with curriculum rate were computed as a percentage of sessions the subject logged on and completed activities over the 12 sessions. Compliance with the curriculum and cell phone communication rates were computed as percentages. Continuous and categorical data were presented as medians (interquartile range (IQR)) and number (percentage). The quantitative variables among the three groups were compared using Kruskal-Wallis test and post hoc analysis was carried out using Mann-Whitney test with Bonferroni corrected significance level of 1.7% set for follow-up comparisons. Repeated measures analysis was conducted with function of time and group effects to examine the changes over times within-groups and between groups. Satisfaction scores with counselling, curriculum and cell phone communication were presented as non-parametric paired comparisons using the Wilcoxon signed rank test. A p-value < 0.05 was considered statistically significant. SPSS for Windows software (version 18.0, SPSS Inc., Chicago, IL, USA) was used for analysis. Written informed consent/assent was obtained from parents and teen subjects.
Results

Phase 1: Focus groups
A total of 11 obese Chinese teens (10 males and 1 female) were recruited. The broad themes identified included barriers to losing weight, means of improving the medical visit and the acceptability of the cell phone follow-up and support with weekly text message reminders. Most respondents expressed that time restrictions and a heavy school workload were major barriers to reducing weight. Participants also felt that the use of web-based curriculum in addition to an individual medical consultation with a paediatrician was useful. Respondents indicated that the web-based curriculum could be used as a tool to manage their weight and perhaps prevent further weight gain by controlling their food intake and increasing their amount of physical activity. Participants also agreed that weekly individualized text message reminders could be a way to enhance their motivation to adopt healthy behaviours.
The internet curriculum was further refined on the basis of the feedback from the focus groups. The limitation of conducting focus groups was that it was challenging to recruit female participants as four of the recruited female participants dropped out before group sessions because they wanted to spend more time preparing for exams.
Phase 2: Randomized Controlled Study
(1) Subject Demographics. From January 2013 to early July 2013, 73 obese subjects aged 12 to 18 years were invited to join the study. Of these subjects, 50 (68%) agreed to participate. Two subjects were later excluded, one subject refused to participate after week 2 and one subject was found to be too young to take part in the study (Fig 1) . There were no significant differences among the 48 subjects in the three groups with respect to their demographic data ( Table 2 ). The mean age was 14.4 years, with a median body weight of 84.9 kg (77.7-91.5). There were 29 (60.4%) males and the ratio of obese boys to girls was consistent with previous Hong Kong studies involving obese youth [1] . Table 3 and Fig 2 summarize the satisfaction levels with counselling, curriculum and cell phone communication in the intervention groups.
(2) Control Group Results. All 16 recruited subjects completed visits at baseline (T0), mid-point (T12) and at the end of study (T24). All parents and the majority of subjects (93.5%) found the consultations with a paediatrician useful in terms of managing obesity (Table 3) .
(3) IT Intervention(IT) Group Results. All 16 recruited subjects completed visits at baseline (T0), mid-point (T12) and at the end of study (T24).
(3i) IT Group Curriculum Participation All subjects logged in to the system but only 14 out of 16 subjects read the curriculum (87.5%). Curriculum review was determined by participants' score on a quiz at the end of the weekly lesson. Among the 14 subjects, the majority (71%) completed all lessons. Only four parents read the curriculum.
(3ii) IT Group Text Message Usage A total of 400 messages were sent to 16 subjects. 15 subjects opted to receive the message by Whatsapp (a communication application on smartphones) via cell phone and one preferred email only. The response rate to dietary goals and exercise goals were 78.3% and 77.5%, respectively. Fig 3 shows a sample of the semi-personalized health message log recording the interactions between the research assistant and subjects. The research assistant spent an average of 2 hours per week to send out the personalized cell phone reminders to the 16 participants.
(3iii) IT Group Satisfaction Level The majority of subjects and parents found the consultations with a paediatrician useful or very useful in terms of managing obesity (Table 3) . Satisfaction with the curriculum, goals setting and cell phone reminders was also high (Table 3 and Fig 2A-2C) .
(4) Simplified LMP (sLMP) Intervention Group Results. (4i) Nutritional Counselling Participation All 16 recruited subjects in the sLMP group completed three visits at baseline (T0), midpoint (T12) and at the end of study (T24). The majority of the subjects (94%) also completed all nutritional counselling sessions. However, the percentages of participants that showed up on time for the nutritional counselling varied. They were 100% (T0), 81.3% (T2), 62.5% (T4) and 0% (T12), respectively. Subjects who failed to show up on time cited difficult school schedules, heavy workload and laziness as the main reasons for their late arrival.
(4ii) sLMP Satisfaction with Nutritional Counselling The majority of students and parents found the consultations with a paediatrician useful or very useful in terms of managing obesity (Table 3 ). All parents and 94% of subjects found the counselling with the nutritionist useful or very useful in terms of managing obesity (Table 3 and Fig 2F) .
(5) Secondary outcome measures. The secondary outcome measures of the study were BP, body fat, BMI, physical activity, stress (DASS 21) and dietary knowledge scores at T0, T12 and T24. A borderline significant decrease in systolic (p = .046) and diastolic (p = .047) pressure was noted at T12 and T24 compared to T0 in the sLMP group. No other consistent significant differences were shown in these parameters or scores between the groups or within groups over the course of the study (Table 4 and Fig 4) . Using the BMI as the outcome of interest, the post hoc calculation of the calibrated observed power was determined to be 0.122. This is based on the mean difference of change of BMI between the adapted intern-based curriculum (IT) intervention and control group (-3.32, with a pooled SD of 1.13). The effect size is 0.285 and is equivalent to a moderate Cohen's d. Of note, given this is the true effect size, a future RCT with a sample size of 388 (194 in the IT group and 194 in the control group) would achieve 80% power to reject the null hypothesis.
(6) Dietary intake. Subjects reported eating generally three meals per day. Many subjects skipped breakfast or ate white bread. Lunch and dinner mainly consisted of 1-2 bowls of steamed white rice, stir-fried meat such as chicken or beef and vegetables such as choy sum or bok choi. Of all subjects, 39.5% of them reported snacking on sweets, candy, cookies, biscuits or drinking carbonated beverages during the week. In addition, a few participants reported eating late at night or between meals. In general, all participants' diets were high in carbohydrates such as white rice with a high overall glycemic index. Participants were counselled to reduce glycemic index and switch to brown rice or whole grain bread. However, many participants found it difficult for their families to incorporate these changes.
Discussion
(1)Primary Objective
The primary outcome measure was to determine feasibility of an internet-based curriculum with cell phone follow-up for obese youth in Hong Kong. The study shows that the curriculum is feasible as evidenced by the relatively high recruitment rate, high retention rate, high internet log-in rate, and reasonable compliance with completion of online curriculum sessions and use of cell phone reminders. Patients also reported good satisfaction with the curriculum. The 2 hours per week required to send out the personalized cell phone reminders to the 16 participants highlights the need for additional manpower to provide individualised cell phone reminders in a busy hospital based setting. As such, an automated phone reminder system may be more time-effective and less costly, although it may be less tailored to individual patient needs [23] .
Although over 90% of subjects in the sLMP attended all four nutrition counselling, most subjects did not bring their food records for counselling and most parents reported that they did not always follow the suggestions given by the nutritionist. Therefore, a phone or email reminder may be necessary to encourage patients to bring in food records. In general, all participants' diets were predominately high in carbohydrates and had a high glycemic index. This is in comparison to the diets of obese Western youth which are also high in refined sweets and fat content. Subjects appeared to have difficulty following dietary advice given such reducing the overall glycemic index by switching to brown rice. Interestingly, nearly all parents and subjects rated the counselling with the nutritionist useful or very useful in terms of managing obesity.
Parents and subjects in both the IT intervention group and the sLMP group rated the interventions useful or very useful. Both intervention groups, and the control group, agreed that the follow-up appointments with a paediatrician should occur more frequently than every 3 months. Results of a recent meta-analysis also suggest that an in-person contact approach is superior to a technology-based approach from the viewpoint of the amount of weight loss, and if an internet program is used, it needs to include the component of a face-to-face program for participants to achieve weight loss [24] . Health behaviour change is a complex process and is influenced by a variety of physical, psychological, social and environmental factors. Further investigation of the interplay between these factors and weight loss outcomes is warranted to help determine the most appropriate frequency of health provider contacts for the management of obese teens.
(2)Secondary Objective
The secondary objective was to examine the BP, body fat, BMI, physical activity, stress (DASS 21) and dietary knowledge scores. Although the study was not powered to show the effectiveness of the IT or sLMP interventions, no trends were apparent. The relatively small sample size of this pilot study could explain a lack of impact of any of these interventions on these outcomes. However it is also possible that the utility of these interventions is limited.
The original LMP has previously been shown to successfully reduce weight in both obese adolescents and adults. However the inability of the sLMP to show a consistent beneficial trend in the current study may reflect the modifications made. Compared to the original LMP, the frequency of counselling sessions were reduced in the sLMP. Moreover, the exercise component which is delivered by the exercise instructor in the original LMP was delivered by the nutritionist in this study. It is possible that both of these components could have affected the effectiveness of the sLMP. Lack of apparent effectiveness of our interventions could also be the result of the relatively infrequent contacts with the health care providers (every three months) as part of usual care. Since contact frequency has been shown to be an important factor for weight-loss success, a higher frequency of contact with a health care professional may be necessary to provide sufficient motivation and encouragement to follow lifestyle advice [25] , including the additional advice contained in our interventions.
Previous studies have shown parental involvement is very important to achieve weight loss in children [2, [16] [17] [18] [19] . However, in this study parents were not significantly involved in the internet curriculum as evidenced by their low rate of signing in. Parents may not be using the computers as often as their children. It is possible that parents may also need frequent reminders to help their children to maintain goals. In some cases, students reported to their health care providers that their parents said that their academic performance was more important than engagement in physical activity and told them to stop physical activity during exam time. Parents need to be educated regarding the long term benefits of exercise for obesity even during school and exam time. Overall, incorporating a parent education program and actively involving parents should be an essential part of the internet-based curriculum program in the future.
Limitations
Our subjects were mainly recruited at the end of the school year and the initial visits occurred mainly during the school holidays. However the final visits occurred after subjects had returned to school when work and exam pressures may have resumed. A potential limitation of our study is that feasibility of the interventions was affected by school holidays and exam times. It is also possible that the self-report measures used to determine feasibility of the interventions and subject satisfaction could lack reliability and validity.
Conclusions
This is the first study to assess the feasibility of using both an internet-based curriculum with cell phone follow-up and a simplified LMP (sLMP), consisting of four nutritional counselling sessions, as adjuncts to usual care for obese adolescents and their parents. An internet-based curriculum as a supplement to usual care of childhood obesity is feasible, but further study is required to determine whether the use of an internet-based curriculum with/without cell phone reminders can be both an effective and a cost-effective adjunct to changing weight and promoting a healthy lifestyle in obese youth. More research is needed to determine how best to further incorporate technology such as the internet and cell phone reminders into the traditional labour intensive in-person approach.
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